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Enterolithiasis is a rare disorder most often affecting middle -aged females.
Enteroliths may be asymptomatic or may present with small bowel obstruction,
perforation or intermittent intestinal symptoms, such as colicky abdominal
pain, nausea and vomiting.1 We present a case of enterolithiasis discovered
incidentally with a very unusual nidus for stone formation.
CASE REPORT
A 68-year-old female presented with a four week history of anorexia, tenesmus
and pain on defaecation. There was no significant past medical history. On exam -
ination she was clinically anaemic and a 5 cm diameter mobile mass was palpable
in the right iliac fossa. Rectal examination and sigmoidoscopy were normal.
Haemoglobin concentration was 10-8 g/dl. Serum iron and ferritin. concen-
trations were low. A barium enema revealed no colonic abnormality but demon-
strated a laminated opacity 4-5cm diameter overlying the ala of the right ilium
(Fig 1). After a short delay, barium flooded into the terminal ileum and the
laminated opacity was shown to be mobile within the dilated terminal ileum
(Fig 2). One of the inner rings of the opacity was of metallic density. An
ultrasound scan showed the gallbladder to be free from calculi.
At laparotomy a large calculus was removed from the terminal ileum. The
gallbladder was normal, as was the remainder of the small bowel; in particular
there were no diverticula or strictures. The calculus was found to be disc.-like with
a central defect. On sectioning, the calculus was found to consist of dry, faecal
smelling vegetable material surrounding a gold ring. The patient was unable to
remember swallowing a ring.
DISCUSSION
Enterolithiasis occurs as a result of intestinal stasis and has been found in
association with congenital oracquired diverticula ofthesmall bowel, tuberculous,
neoplastic or Crohn's strictures and in blind loops.2
Enteroliths may be subdivided into false (which are inspissated intestinal
contents) and true.2 The true enteroliths have been further classified, according
to their origin and biochemical components, into two groups by Atwell and
Pollock.3 The first, and commonest type, are formed high in the small bowel
where a less alkaline medium allows deposition of choleic and cholic acids. The
second type is rarer and arises in the more alkaline distal small bowel as a result
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Figs 1 and 2 Enterolith formed around a.gold
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ring demonstrated on barium enema.- i
of precipitation of mineral salts, predominantly calcium and to a lesser extent
magnesium and barium. Many enteroliths are thought to form around a nidus,
usually plant material especially fruit skins and stones.
Abdominal radiographs reveal opaque stones freely mobile on serial films.
Barium studies can confirm the presence of an enterolith if a filling defect is seen
corresponding to the size of the opacity on the plain film.4
Recommended treatment is removal ofthe stone by enterotomy, and resection of
the almost invariably associated intestinal abnormality.5 During laparotomy the
small bowel should be carefully examined for other enteroliths diverticula or
strictures. Cholecystenteric fistula should also be sought. Chemical analysis ofthe
enterolith may be needed to differentiate it from a gallstone.
This case of enterolithiasis is unusual in that the enterolith was discovered during
the investigation of predominantly rectal symptoms. These symptoms cannot
readily be attributed to the enterolith and we consider it to be an incidental
finding. A gold ring acting as a nidus for stone formation is also very unusual if
not unique. Most foreign bodies pass with ease through the normal alimentary
tract, and the presence of the ring within the terminal ileum possibly for several
years is difficult to explain.
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